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i certify that i have reviewed the following requirements and condition for: (a) full Survey ____, (b) extended Survey 
____, or (c) fundamental Survey ____, and unless indicated on this form, the facility was found to be in compliance with 
the Standard and the Condition of participation. 

for initial or annual recertification survey 

Signature title date 

Signature title date 

Signature title date 

Signature title date 

Signature title date 

Signature title date 

Signature title date 

Signature title date 

Signature title date 

for follow-up survey 

for the purpose of this onsite visit, i certify that i have reviewed each Condition of participation and related Standard(s) 
found not to be in compliance during the survey on _______________, and unless indicated on this form, the facility was 
found to be in compliance with the Standard and/or the Condition of participation. 

Signature title date 

Signature title date 

Signature title date 

Signature title date 

Signature title date 

Signature title date 

Signature title date 

Signature title date 

Signature title date 

Signature title date 
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deficiencies report—instructions
 

evaluate each of the requirements identified in the iCf/mr interpretive guidelines, (appendix “J” to the Som). for each 
identified deficiency: 

a. in the first column, identify the data tag number. 

b. in the second column, write the regulatory citation. if it is a Condition of participation, enter “Cop” below the 
regulatory citation. 

C. in column three, describe deficient facility practice and supporting findings. 

d. draw horizontal lines to separate identified tag numbers. 

e. if more space is needed, photocopy firSt page (front and back). 

f. each surveyor must sign the certifying statement on the last page. 

g. if there are more surveyors to sign the last page, than are lines available on which to sign, photocopy the last 

page, and add the additional signatures.
 

according to the paperwork reduction act of 1995, no persons are required to respond to a collection of information unless it displays a valid omb 
control number. the valid omb control number for this information collection is 0938-0062. the time required to complete this information collection 
is estimated to average 3 hours per response, including the time to review instructions, search existing data resources, gather the data needed, and 
complete and review the information collection. if you have any comments concerning the accuracy of the time estimate(s) or suggestions for improving 
this form, please write to: CmS, attn: pra reports Clearance officer, 7500 Security boulevard, baltimore, maryland 21244-1850. 
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